Overwhelming septicaemia caused by group A haemolytic streptococcus as a result of a minor skin lesion has been widely reported. A German study describes 18 such cases over a 13-year period, in which the disease occurred suddenly, took a fulminating course and showed a slow response to appropriate antibiotics. I We describe a case such as this where symptoms arising from a puncture wound from a drawing pin were so severe that they mimicked those of a major vascular injury.
Overwhelming septicaemia caused by group A haemolytic streptococcus as a result of a minor skin lesion has been widely reported. A German study describes 18 such cases over a 13-year period, in which the disease occurred suddenly, took a fulminating course and showed a slow response to appropriate antibiotics. I We describe a case such as this where symptoms arising from a puncture wound from a drawing pin were so severe that they mimicked those of a major vascular injury.
CASE REPORT
A previously fit 39-year-old man presented in casualty complaining of severe pain in his back and left shoulder, and feeling unwell. Two days before, he had fallen from some stairs and had landed approximately six feet below, on his back, on an upturned drawing pin. He had some pain in his left upper back since then and had noticed some localised swelling.
On examination he was found to have asystolic blood pressure of 30 mm Hg, his heart rate was 130 beats per minute, his respiratory rate was 36 breaths per minute and he was sweating profusely. There was a large, tender, fluctuant swelling on his back over the left scapula, with no obvious puncture mark. No abnormality was seen on his chest X-ray and there was no evidence of intra-abdominal, spinal or head injury.
Resuscitation with intravenous fluids was commenced immediately. As his blood pressure returned to normal, no pulse could be found in his left arm. A provisional diagnosis of local haemorrhage and possible aortic dissection was made and he was transferred to intensive care for further resuscitation and monitoring.
During the next four hours, ultrasound and CT scanning of the chest and abdomen failed to reveal a source of haemorrhage, and angiography of the aortic arch and left subclavian vessels was normal, except that the suprascapular vessels were compressed by haematoma.
The patient required large volumes of intravenous fluid, including blood, to maintain his blood pressure. The area of swelling had extended to cover his back, his left chest wall and round his neck, causing stridor and necessitating endotracheal intubation to protect his airway. Chest X-ray at this time showed tracheal deviation, grossly increased soft tissue shadowing of his neck and chest wall and mediastinal widening ( Figure 1 ). The patient developed increasing haemodynamic instability requiring inotropic support, and he became pyrexial (38 QC). Blood cultures were taken and broadspectrum antibiotics, benzylpenicillin, metronidazole, gentamicin and cefuroxime were commenced. Laboratory investigations showed a Hb of 16 gldl, a WBC of 1.8 X109/1, and a platelet count of 178 X10 9 /1. Serial X-rays showed progressive mediastinal widening. A repeat thoracic ultrasound revealed dilated ventricles consistent with septicaemia, no pericardial effusion, and haematoma in the chest wall. Needle aspiration from the chest wall drew serosanguinous fluid only.
Eight hours after admission, a combined team of general and thoracic surgeons and intensivists felt that, though there was an evolving picture of septicaemia, the massive transfusion requirements (8.51 of crystalloid and colloid and 6 units of packed red blood cells) and widening mediastinum justified surgical exploration to exclude haemorrhage from vascular trauma. A left thoracotomy and exploration of his neck were performed, both incisions revealing extensive tissue oedema but no haemorrhage, and no abnormality of the thoracic vasculature. Gram staining of a sample of cellulitic fluid revealed streptococci. A diagnosis of streptococcal septicaemia was confirmed the next morning, when blood cultures grew beta-haemolytic streptococcus, Lancefield group A. Routine disc diffusion sensitivity showed this organism to be highly sensitive to benzylpenicillin.
During the following weeks in intensive care, he required inotropic support with noradrenaline (maximum dose 0.5 {tg/kg/min), adrenaline (maximum dose 0.25 {tg/kg/min) and dopamine (4 {tg/kg/min). As a result of septic shock he developed acute renal failure requiring continuous arteriovenous haemodiafiltration, and adult respiratory distress syndrome. Mechanical ventilatory support was continued from the time of his intubation for stridor for a period of three weeks. His respiratory function was also impaired by the cellulitis around his chest wall, producing a restrictive chest wall defect. The cellulitis spread to cover 95070 of his body surface area, causing considerable difficulties with vascular access. During the second week, deep blisters appeared in the skin over his neck and trunk. These sloughed, causing partial thickness skin loss over approximately 45070 of his body surface area, but did not need skin grafting. The response to benzylpenicillin was slow, and high doses (2 megaunits 4-hourly) were continued until the cellulitis resolved between the third and fourth week. He was discharged from hospital on the 46th day after his admission, having recovered completely.
DISCUSSION
Individual case reports show that the presentation of group A streptococcal septicaemia can be very varied. As in the case reported here, it commonly affects fit young patients, and a delay of two days between skin puncture and sudden deterioration often occurs. Correct diagnosis can be made more difficult by the absence of an obvious skin puncture wound.
One reported case, a 39-year-old woman, was dead on arrival in casualty with a swollen leg. 2 Post mortem revealed group A streptococcal infection but no puncture wound was found. In another case, a woman 32 weeks pregnant presented moribund, with acute dyspnoea and a swollen leg. 3 An initial diagnosis of pulmonary embolus was later changed when her husband gave a history of a fall in the garden two days previously, during which she cut her leg.
Even where there is an obvious skin wound, presenting symptoms can be confusing. A 31-year-old man with a cut finger who presented with malaise, a swollen neck, a sore throat, diarrhoea and vomiting was initially diagnosed as infectious mononucleosis. 2 A young woman two days post-caesarean section was noticed to have a wound infection but then developed an acute abdomen with distension and absent bowel sounds. A laparotomy was performed and no intraperitoneal abnormality was found. 4 Both cases had developed group A streptococcal septicaemia.
Cofrect diagnosis in the patient described in this case report was complicated by a clear history of a traumatic event and signs of a significant vascular injury. Cellulitic oedema in the area of his left shoulder had compressed his brachial artery, resulting in the absence of pulses in his left arm. During the course of his acute deterioration this oedema spread to his mediastinum, which progressively widened on serial chest X-rays. Large volumes of intravenous fluids were required to maintain adequate circulation. The absence of either pyrexia or a raised white blood cell count when he initially presented further compounded the problem.
The severity of the illness that followed, with organ failure arising from septic shock and the slow response to correct antibiotic therapy, was typical of group A streptococcal septicaemia. Clearly, the clinician must always consider this diagnosis in cases where there is overwhelming sepsis or circulatory collapse without an obvious cause.
